with great interest and also believe that regional anaesthesia is a good option for laparascopic cholecystectomy in patients with severe pulmonary disease. We also would like to share our experience with a 38-year-old patient with scleroderma requiring laparoscopic cholecystectomy for recurrent cholecystitis. She had a 9-year history of scleroderma with skin, respiratory, cardiovascular and gastrointestinal system manifestations. Preoperative evaluation revealed dyspnoea, effort-induced palpitation, Raynauld's phenomenon and movement restrictions in her extremities. Neck and extremity movements were severely restricted, and she had difficulty opening her mouth. Thoracic highresonance computer tomography of both lungs showed a ground-glass appearance and local septal thickening of the basal parts of the posterior and lateral segments of the inferior lobes were seen. Regional anaesthesia was planned because of severe pulmonary and multiple visceral involvements, and the patient's restricted mouth and neck movements.
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Lateral positioning of the patient before the epidural procedure was quite difficult owing to restricted joint movement. Under sterile conditions, local anaesthesia was performed at the level of L1-L2 using prilocaine 2% (2 ml). The epidural space was 2 cm from the skin, and a catheter was inserted 6 cm cephalad. Prilocaine 2% (20 ml) was administered into the epidural space. As the effect of epidural anaesthesia began, warming and colour change in the patient's lower extremities were noted. Ten minutes later, epidural anaesthesia was effective to the level of T4. Surgery was started after 12 min and completed by 62 min, without complications. Oxygen saturation levels obtained intraoperatively by pulse oximeter were 98-100%. The effect of epidural anaesthesia disappeared completely after 2.5 h. The patient was given NSAIDs twice and was free of pain in the postoperative 24 h. No additional doses of local anaesthetic via the epidural catheter were required. Scleroderma (progressive systemic sclerosis) is a multisystem disease, involving the musculoskeletal, gastrointestinal, pulmonary, renal and cardiac systems, that can pose a significant challenge for the anaesthetist. It is important for the anaesthetist to determine the anaesthesia management in these patients to minimize potential complications. As van Zundert and colleagues noted, there is never a right way to anaesthetize such patients with severe pulmonary problems. Despite its obvious advantages when used in patients with scleroderma, regional anaesthesia may not always be preferable. The prolonged effect of local anaesthetics, technical difficulties owing to a thickened skin and the affected subcutaneous tissue, and difficulty in positioning patients may limit its utility. However, each case should be evaluated independently with regard to relative risks and the best outcome for either procedure in such a challenging condition as scleroderma. Facilitated insertion of a nasogastric tube in tracheal intubated patients using the GlideScope
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Editor-The insertion of a nasogastric tube in anaesthetized and intubated patients is sometimes difficult. It has been suggested that release of the endotracheal cuff would ease insertion of a nasogastric tube, by decreasing the compression of the oesophagus posteriorly through the membranous portion of the trachea. Various techniques of insertion have been described emphasizing the fact that as yet there is no simple and safe method. The GlideScope Ò video Laryngoscope (GVL; Saturn Biomedical Systems Inc., Burnaby, BC, Canada) is a new intubating device, designed to provide a view of the glottis with alignment of the oral, pharyngeal and tracheal axes. Several studies have suggested that the GlideScope Ò may provide glottic views equal to conventional direct laryngoscopy 1 and has potential advantage for difficult intubation.
2 3 We would like to describe an alternative method for nasogastric tube insertion using the GlideScope Ò . We have performed five consecutive nasogastric tube insertions in intubated patients under general anaesthesia using the GlideScope Ò . The blade of the GlideScope Ò was inserted first into the patient's mouth to get the views of the pharyngeal and laryngeal area then the nasogastric tube was inserted via the nostril with lubrication until it reached the pharyngeal area. After that, the cuff of the tracheal tube was released and the nasogastric tube was advanced gently with the patient's chin lifted. All the nasogastric tubes could be inserted smoothly in these patients without complications such as bleeding or mucosa injury, and visualized on the monitor of the GlideScope Ò system. The manoeuvres we present may facilitate improved nasogastric tube placement with the GlideScope Ò . 
